Objective: Sexual violence (SV) against adult women is prevalent and associated with a range of mental health issues. General practitioners could potentially have a role in responding, however, there is little information to help guide them. Data around prevalence of all forms of adult SV (not just rape) is inconsistent, particularly in clinical samples, and the links between other forms of SV and mental health issues are not well supported. This study aimed to address these gaps in the knowledge base.
S exual violence (SV) is defined as any sexual act carried out against a person's will and may not necessarily involve direct physical contact.
1 SV is predominantly perpetrated by men against women, and is associated with serious and chronic effects on the physical, mental and reproductive health of victims. [2] [3] [4] In Australia, one in five women have experienced some form of SV from the age of 15 years, 5 most commonly caused by a known male such as an intimate partner. These figures, however, are likely to be vastly under-reported [5] [6] [7] due to the stigmatised and hidden nature of SV 8, 9 and negative community attitudes around women's responsibility for sexual assault. 10 The
Australian Bureau of Statistics (ABS) found that 80% of women who had experienced male-perpetrated SV did not report the incident to the police. 5 Although SV is known to be one of the most common forms of violence against women, 1 the available data on specific prevalence and associated health effects is inconsistent. 11 Population surveys and clinical studies tend to use different definitions of what constitutes 'sexual violence' , making it challenging to determine reliable prevalence rates. Many studies focus only on rape and complete sexual assault, 12 with few taking a broader definition. 13 The ABS Personal Safety Survey now includes many non-contact items (threats and sex obtained through coercion), although excludes unwanted sexual touching and reproductive control. 5 The US National Intimate Partner and Sexual Violence Survey (NISVS) 14 defines SV even more broadly, encompassing rape, forced penetration, sexual coercion, unwanted sexual contact and unwanted non-contact sexual experiences. Only a limited number of prevalence studies have been conducted using the broader terms 'unwanted sexual experiences' , 15 'sexual victimisation' 13 and 'unwanted sexual encounters' . 16 However, these studies focussed only on adolescents or college women, and did not investigate the complete spectrum of SV.
Because of this definitional ambiguity, it is also unclear what the associated health effects might be when all forms of SV are included. In particular, it is important to obtain reliable data on the effects of SV on mental health, often the most pronounced and long-lasting effects. 4, 17 Studies demonstrate a strong association between experiencing SV and post-traumatic stress disorder (PTSD), 18, 19 depression, anxiety, and other mental health conditions. [20] [21] [22] [23] However, with the exception of a few studies conducted solely with college women in the context of 'hook up' culture, 13 While some limited prevalence studies exist in several of these settings, 29, 30 there is very little data from primary care settings, either in Australia or elsewhere, as to the prevalence of SV, ways clinicians could identify patients who have experienced SV, and how to promote disclosure. [31] [32] [33] [34] Since the ABS Personal Safety Survey shows that one in twelve women first told their general practitioner (GP) about an experience of SV, and one-third actively sought advice from the GP, even if they had previously disclosed to someone else, 5 it is critical that up-to-date data for this specific population be obtained. Studies suggest that GPs may not always think to enquire about women's experiences of violence. [35] [36] [37] Furthermore, GPs may not be meeting women's needs and expectations when responding to SV. 33, 38 In order to enact change, it is vital for GPs to understand the prevalence of SV in their specific patient group.
This paper addresses the gaps around prevalence rates of a broader definition of SV; the associated mental health outcomes of SV; and the paucity of Australian clinical population data. The paper focuses on SV experienced as an adult (i.e. when over 15 years of age) rather than childhood sexual abuse, and the specific mental health outcomes of anxiety and depression.
Methods
Our study involved a short, anonymous survey delivered on an iPad to all women aged over 18 years of age in the waiting rooms of participating Australian general practice clinics. If women were unable to complete the survey prior to their consultation, they were given the option to continue it once they had finished with the doctor, or to email it confidentially to complete at home. The survey was also available in a paper format on request. Because many women -particularly those whose experiences involved non-contact behaviours or coercion -do not label their experiences as 'sexual violence' or 'sexual assault' , the term 'unwanted sexual contact' was used throughout the survey and materials.
Practice recruitment
Information packs were posted to 54 private general practice clinics in Victoria, Australia who had participated in a previous study. 39 Practices were followed up with a phone call from a research assistant to ascertain interest. Upon expression of interest, the lead researcher attended the clinic to talk to the practice manager and clinic GPs about the study. It was not a requirement that all GPs sign up for the clinic to participate.
Participants
Eligible participants were women aged 18 years and over who were waiting to see a participating GP and who had sufficient English reading and writing abilities to complete a survey. A priori calculations using "clustersampsi" 40 and "power" commands in Stata Version 13 41 were used to estimate the sample size needed to achieve a power level of 80%, with alpha of 0.05, taking into account control variables and clustering effects. These calculations suggested a total sample size of about 216 would be needed to detect an estimated difference of 20% on the binary depression variable. A total sample size of between 154 and 320 would be needed to obtain an effect size of between half a standard deviation and one-third of a standard deviation on anxiety level.
Survey design
The survey was designed using SurveyGizmo and administered via iPad. It took 10 to 15 minutes to complete, which is consistent with typical waiting times in a GP clinic.
To determine a woman's experience of SV, 21 questions relating to 'Sexual Violence Victimisation' and 'Control of Reproductive and Sexual Health' were taken from the NISVS survey.
14 Items asked whether a woman had experienced certain behaviours, and whether they had occurred in the previous twelve months. Women were deemed to have experienced SV if they responded 'yes' to one or more of these items. Current depressive symptoms were measured by a single self-reported question taken from the Patient Health Questionnaire, 42 which is a validated tool for screening and diagnosing depression in clinical research and practice. The question asked 'Over the past two weeks, how often have you felt down, depressed or hopeless?' Respondents indicated on a 4-point scale whether they had experienced this feeling: 0 = not at all, 1= several days, 2 = more than half the days, and 3 = nearly every day. During analysis, depression was recoded into a dichotomous yes/no variable. Anxiety was measured using the seven-item anxiety scale from the Patient Health Questionnaire (PHQ), a validated, self-report version of the PRIME-MD interview. 43 Respondents were asked to indicate how often they had experienced each item in the last four weeks, where 0 = not at all, 1 = several days, and 2 = more than half the days. If the participant gave a response of 0 to the first item ('feeling nervous, anxious, on edge, or worrying a lot about different things'), they were asked to skip the remaining anxiety items. If they gave a response of 1 or 2 to the first item, they were asked to proceed to the subsequent six anxiety items. Scores on the seven anxiety items were summed to indicate severity of anxiety. A participant scored positively for an anxiety disorder if they responded 'several days' or 'more than half the days' to the first question on the anxiety scale; and to at least three of the remaining six questions on the anxiety scale; or had, cumulatively, a total score ≥4 inclusive of the first item.
Data collection
All surveys were collected between August and September 2015. When a female patient arrived at a participating GP, the practice manager or receptionist notified her that a research project was in progress. Women were asked if they would mind being approached by one of the researchers. If a woman declined, administrative staff noted this along with her date of birth and postcode (with permission and for © 2017 The Authors comparison purposes only) and notified the research team so that they did not approach her. The researchers were also advised not to approach any patients who might be unable to consent (as determined by the practice) due to serious mental illness or lack of comprehension skills. If a woman agreed to be approached, a trained research assistant presented her with an information sheet outlining the study and a consent form. If she was still happy to proceed after reading the information, she was given the iPad or paper survey to complete. A private room was available for any women who did not wish to complete the survey in the waiting room (none took up this offer).
Involvement from GPs was minimised to reduce disruption to their schedule and promote the anonymity of the survey responses. GPs were not informed if their patient had participated, nor were they able to access their patients' responses. The survey responses automatically saved and were securely stored as soon as the participant completed the survey on the iPad. Data collected using paper surveys were manually entered by a member of the research team. Ten per cent of the paper survey data entered were cross-checked for human error by another researcher. The survey data was then cleaned and imported by the researchers into the statistical software program Stata 41 for scoring and analysis.
Despite the sensitivity of the topic, the study was designed to ensure that any potential risks to participants were managed so that they were outweighed by the benefit of participation. This included presenting all women with resource cards with contact details of relevant services, providing GPs with information on responding to disclosures of sexual violence, and training all research assistants to respond sensitively to any distress from participants. Literature suggests that when researching sensitive issues, participants may benefit from having their voices heard 44 as it provides an avenue for anonymous disclosure and promotes validation of self-worth and altruism. This has been found to heighten self-awareness and empower the participant. 44 In fact, many women were positive about the topic of this research. Ethical approval was received for the study from the Human Research Ethics Committee at The University of Melbourne (#1543699.1).
Data analysis
Analyses were conducted using Stata Version 13. 41 Descriptive data, including means and standard deviations for continuous variables, and counts and percentages for binary variables, were generated for participant demographics and for each of the variables of interest. Experience of SV as an adult was coded as a binary variable, to enable comparisons between those who had experienced at least one incident of SV as an adult (coded as 1 on the SV variable), and those who had not (coded as 0 on the SV variable). Linear regression with robust standard errors was used to compare these two groups on level of anxiety over the past two weeks. Logistic regression with robust standard errors was used to compare the two groups on whether they had felt down, depressed or hopeless over the past two weeks. Analyses adjusting for age and a history of childhood abuse were also conducted, given that both these variables could potentially influence both adult SV victimisation 45, 46 and mental health. [47] [48] [49] All analyses adjusted for correlations between responses of women from the same clinic (cluster effects), using the survey data ("svy")
options available in Stata Version 13. A priori and post hoc power and sample size analyses were conducted using the "power" and "clustersampsi" 40 commands in Stata.
Results
Four Victorian clinics consented to participate; two in metropolitan Melbourne and two in coastal towns on the rural-urban fringe. Seventeen GPs were available across these clinics, of whom nine agreed to take part in the project. A total of 337/360 women (94%) were approached and asked to participate. Figure 1 illustrates the sample recruitment. Overall, 230/313 eligible women (73%) participated, with between 22 and 100 women from each clinic (mean number of eligible participants per clinic = 57.5, SD = 34.4; intraclass correlation for anxiety <0.001; intraclass correlation for depression = 0.027).
Reasons for non-participation of otherwise eligible women included: the woman being too unwell; woman needing to attend to children; or ,most commonly, discomfort with the topic. 
Conclusions
The findings highlight the alarming prevalence of SV among Australian women attending general practices. Almost half the women who participated in this study had experienced some form of SV at some stage of their adult lives, and more than 40% had experienced more than one item of SV. Our findings are higher than those reported in recently published Australian research, where the prevalence of SV in a community sample was estimated to be around 19%. 5 This is unsurprising considering the broader spectrum of behaviours covered by our definition of SV. Furthermore, given the established links between SV and other health issues, a sample recruited from a clinical setting is more likely to have experienced SV than women in the broader population. 22 The findings of this study also highlight the association between past lifetime experiences of SV and current poor mental health. In our study, women who experienced at least one incident of SV as an adult had higher levels of anxiety compared with women who had not reported any unwanted sexual experiences as an adult, even after adjusting for age and experience of childhood sexual abuse. This association is consistent with existing literature, 22, 23 although it has not been explored to a great extent within primary care samples. Similarly, women who had experienced adult SV were more likely to n (%) Has anyone ever: exposed their sexual body parts to you, flashed you, or masturbated in front of you? 59 (26.8) harassed you while you were in a public place in a way that made you feel unsafe? 46 (21.0) fondled or grabbed your sexual body parts? 44 (20.0) kissed you in a sexual way? Remember, we are only asking about things that you didn't want to happen.
19 (8.6) made you show your sexual body parts to them? Remember, we are only asking about things that you didn't want to happen.
(4.6)
made you look at or participate in sexual photos or movies? 8 (3.6) When drunk, high, drugged or passed out and unable to consent, has anyone ever: had vaginal sex with you? 14 (6.4) made you perform oral sex? 11 (5.1) forced you to receive anal sex? 7 (3.2) made you receive oral sex? 7 (3.2) Has anyone ever used physical force or threats of physical harm to make you: have vaginal sex with them? 15 (6.8) have vaginal, oral, or anal sex with you, but sex did not happen? 11 (5.0) perform oral sex? 11 (5.0) let them put their fingers or an object in your vagina or anus?
10 (4.6) receive oral sex? 7 (3.2) receive anal sex? 5 (2.3) Have you ever had vaginal, oral or anal sex with someone after they pressured you by: wearing you down by repeatedly asking for sex or showing they were unhappy? 32 (14.7) doing things like telling you lies, making promises about the future they knew were untrue, threatening to end your relationship, or threatening to spread rumours about you? 16 (6.4) using their authority over you, for example, your boss or your teacher? 6 (2.8) Have any of your romantic or sexual partners ever: refused to use a condom when you wanted to use one? 15 (6.9) tried to get you pregnant when you did not want to become pregnant; or tried to stop you from using birth control? 6 (2.7)
Denominators may vary due to missing data (SV group mean=4.8, SD=4.1; non-SV group mean=3.4, SD=3.7; mean difference=1.5, 95%CI 0.6-2.4, p=0.014). This association remained after adjusting for age (adjusted mean difference=1.5, 95%CI 1.0-2.1, p=0.003) and childhood sexual abuse (adjusted mean difference=1.5, 95%CI 0.5-2.4, p=0.016).
Women who had experienced SV as an adult were more likely to report feeling down, depressed or hopeless over the previous two
Experiences of sexual violence
Of the 230 participants, 104 (45.2%) had experienced some form of SV as an adult. Of those, 33 (14.3%) described only one incident, 26 (11.3%) two incidents, 37 (16.1%) between three and ten incidents and nine (3.9%) more than ten incidents of SV, with the highest number of incidents reported being 18.
The most common behaviours reported were flashing or public masturbating (59, 26.8%), harassment in a public place (46, 22.0%) and being fondled or grabbed (44, 20 .0%); and 14.7% (32) had agreed to unwanted sex due to pressure and coercion by a partner (see Table 2 ).
Sixty-two participants (26.9%) reported having experienced some form of childhood sexual abuse (defined as any adult engaging in inappropriate touching, attempting or threatening sex or sexually attacking the participant as a child).
Relationship between sexual violence and mental health
Women who had experienced SV as an adult experienced a higher level of anxiety over the past two weeks than women who had not report feeling down, depressed or hopeless over the past two weeks than those who had not, although this association disappeared after adjusting for childhood sexual abuse. This could suggest that the association between adult SV and depressive symptoms was mediated by childhood sexual abuse; or it could simply be that there was insufficient power to detect an effect once variance associated with an additional variable was added to the analysis. The latter is a possibility given the small sample size, and given no association was found between childhood SV and feeling down, depressed or hopeless over the last two weeks in the current sample. A larger sample size would allow further assessment of childhood sexual abuse as a full or partial mediator or a moderator, helping determine whether a significant association between adult SV and depressive symptoms exists independently of childhood sexual abuse for some women. This would be consistent with prior research showing the presence of depressive symptoms following an experience of adult SV. 20, 22, 23, 51 Either way, the findings of this current study support that depressive symptoms can continue to be experienced some time after experiencing SV, and this finding has clinical implications regardless of whether the woman's first experience of SV was as a child or an adult.
What is particularly noteworthy about our findings is that, where the existing literature primarily supports the association between rape or complete sexual assault and poor mental health outcomes, 18, 22, 34 this study suggests that even 'lesser' incidences of SV may be associated with women's current mental wellbeing. The most common experiences of SV experienced by women in our sample included being subjected to public harassment, being flashed or having a man's sexual body parts exposed to them, being fondled or grabbed in a sexual way, and being coerced into unwanted sex. A substantial minority of women (7%) had been physically forced or threatened into having unwanted vaginal, oral or anal sex with a man, and 7% had had a partner refuse to use a condom when they were asked to do so. The prevalence of anxiety and depressive symptoms amongst these women suggests GPs ought to consider all forms of SV as an important potential factor when seeing women with these symptoms, and consider exploring this further if no other explanation is apparent.
Limitations of the study
In cases where women experienced SV both during childhood and as an adult, it is unclear whether their experiences as children are connected more to their current mental health issues. Similarly, women who participated may have also experienced non-sexual trauma in their lives that was not captured in the survey. Consequently, rather than highlighting a causative relationship, this study has explored only an association between SV and deleterious mental health outcomes in women.
Additionally, the self-reporting style of this cross-sectional study may have led to a recall bias, and consequently, with an underreporting of SV. This may have hypothetically diminished the effect size of the association between SV and poor mental health. The low response rate from GP clinics (4/54 = 7.4%) may also have affected the findings, as a sample from four clinics may not be representative of a broader population from general practice. This response rate, however, is consistent with other Australian studies conducted in a GP setting. 39 Lastly, small effect sizes and large confidence intervals were a limitation of the study. These were partially due to the small sample size. The small sample size also resulted in a potential lack of power to detect the desired differences on the anxiety and depression outcomes. Re-evaluating this association with a larger sample size may improve the strength of the findings.
Implications for public health
As the first port of call for many women who have experienced SV, 5 as well as for women experiencing depression and anxiety, 52 GPs need to recognise the likely association between SV and poor mental health in their patients. Although there are guidelines around responding to women who have been recently raped or assaulted 9 (e.g.
sexually transmitted infection screening and referral pathways), there is a broader role for the GP in identifying past experiences. For women to receive support, GPs need to sensitively enquire about and understand these experiences. 53, 54 However, there are numerous barriers to GPs enquiring about SV and, consequently, many women do not disclose to their health practitioner unless directly asked. 34, 36 It is also important for Australian GPs to recognise the potential they hold clinically in supporting women through recovery from any unwanted sexual experience. 9 Although the findings presented in this paper are only preliminary, they suggest a clear association between experiences of all types of SV as an adult and increased risk for anxiety in women. They also suggest an association between an experience of past SV and feeling down, depressed or hopeless, although this association disappeared after adjusting for childhood sexual abuse. This has important implications for practice -not only for GPs but for other health professionals referring women to mental health services -and we hope that it will raise awareness around the possibility that female patients presenting with these symptoms may have had an experience of SV. To our knowledge, this is the only study in the past 20 years that has explored the association between adult SV and poor mental health outcomes in an Australian clinical population.
